INJURY to the bladder causing an extraperitoneal lesion is a much less common occurrence than one involving the peritoneal surface, and for this reason is worthy of record. Out of 169 cases of bladder ruptures collected by Bartels 49 were extraperitoneal, just under 29 per cent., while Fenwick makes the proportion as low as 12 per cent.
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We usually associate a fracture of the pelvis with the extraperitoneal injury, and this does happen in the majority of the cases, but it must be borne in mind that a distended bladder may rupture in this position from a blow on the lower abdomen or even in a fall from a height. Instances are recorded of such accidents, and in the following case it will be noticed that one or both of these causes may have contributed to the lesion.
The history of the case is as follows: A man, a telephone mechanic, aged 43, was admitted under mne into St. Thomas's Hospital on September 17, 1906 . He had got up that morning at 4.30 and had then passed urine. When at his work, about 9 o'clock, he felt a desire to micturate, and on descending the pole for that purpose he fell 55 ft. He was only stunned for a few minutes and then the wish to micturate was increased. He had no recollection of any blow, but of course, under the circumstances this statement could not be relied upon. On trying to pass water he could not do so; there was marked pain down the urethra and in the lower abdomen, especially on the left side. Later in the day he was admitted into the hospital with still the desire to micturate and inability to do so. There was no evidence of any bruising or of a fractured pelvis (the absence of the latter was confirmed by X-ray examination); there was definite tenderness, most marked on the left side above the inner half of Poupart's ligament, and complaint of pain in this region. No lump could be palpated over the bladder area, but there was some increased resistance. There had been no bleeding from the urethra. There was no indication of any free fluid Robinson: Extr7pe-ritoneal Rupture of the Bladder in the belly. On using a soft catheter, which was passed without any difficulty, blood-stained urine was drawn off, but this came away without any force and only on expiration. No manipulation of the catheter brought away a further quantity. His temperature was 1000 F., and pulse 88.
Examination thus pointed to an injury to the bladder, and twelve hours after the accident I operated. A midline incision in the bladder region disclosed a very mnarked infiltration with fluid, evidently urine, of the cellular tissue behind the recti. A metal catheter, easily passed through the urethra, came upwards in the loose tissue behind the pubic bones. Further exploration with the finger detected the bladder contracted down in the pelvis and displaced rather to the right. The peritoneal cavity had not been opened, but a large extraperitoneal rent was found in the bladder wall on the right side, starting just below the peritoneal reflection and extending downwards and inwards to end just above the neck, and it was at this spot that the catheter had left the viscus.
The position of the bladder made it very difficult to stitch up the wound in situ, and recognizing the desirability of leaving in a suprapubic drain afterwards I made an opening in the midline of the bladder for that purpose and by passing my finger into it I was able to draw up the bladder and so facilitate and control the suturing of the wound. Six silk stitches were put in without piercing the mucous membrane and the wound was effectually closed. A Guyon's tube was inserted into the midline opening and the cellular tissue was cleaned with saline; a small drainage tube with a wick was passed down behind the pelvis and gauze drains were put in the cellular tissue on each side of the bladder.
During the next day (September 18) he was fairly comfortable; the temperature in the morning was 99.20 F. and at night 100,20 F., and the pulse 88 and 80. On September 19 the gauze drains and the tube were removed; his condition was good. withotut pain, and the bladder was draining well. From this timne onwards progress was most satisfactory; the temperature, which for the first four days was slightly elevated, became normal, and his pulse was about 72. On October 1 he had passed urine through the urethra and the Guyon's tube was removed. For nearly a month there was a slight leak from the suprapubic opening, but after that the wound was quite sound. For some considerable period afterwards I had him under observation and he had no further urinary symptoms.
In reviewing the above account the following points may be noted
(1) The position of the wound, which approached so closely the neck of the bladder without any associated fracture.
(2) The position of the catheter in the cavum Retzii and its relation to the neck of the bladder suggested momentarily the possibility of an intrapelvic laceration of the urethra at the apex of the prostate, with extravasation in the space, but against this were the absence of bone injury, the ease with which the catheter was introduced and bloodstained urine drawn off, the absence of urethral haemorrhage, and, lastly, the collapsed state of the bladder instead of its probable distension.
(3) As to the operative procedure, criticism may be offered to making the second bladder wound and using suprapubic drainage. However satisfactory stitching with urethral drainage has proved in intraperitoneal lesions, we must bear in mind we have not such a good defence to our wound when the peritoneunm is absent, and any hitch in the urethral drainage would cause increasing distension of the bladder, probable tearing out of the stitches, and recurrence of extravasation. For this reason alone the suprapubic drain seemed indicated. The bladder wound at rest had a much better chance of healing, whereas if it had given way a fistulous opening of long standing might have resulted. A positive advantage of the second opening was, as stated before, the control it gave in suturing the wound by the finger hooking up the bladder and at the same time being able to feel the depth the stitches were being placed in the bladder wall. Lastly, if this suprapubic opening had not been made and the upper part of the rent had been left open for the Guyon's tube the latter would have passed in too obliquely.
DISCUSSION.
Mr. L. A. DUNN said he was interested in Mr. Robinson's remarks as to the confirmation of the absence of fracture by X-rays. He bad to deal with the case of a boy who, run over by a motor-car, had his pelvis jammed between the curb and the wheel. He had every indication of a ruptured urethra, and Mr. Dunn was able, by a good deal of coaxing along the roof of the urethra, to pass a catheter and tie it in. The patient was sent to the X-ray Department, whence he returned with a statement that he had ilot got a fracture of the pelvis. Mr. Dunn, therefore, examining per rectiom, ran his finger along the rami of the pubes and satisfied himself of the existence of an irregularity, which proved to be fracture. He sent the patient back Robinson: Extraperitoneal Rupture of the Bladder with a report of what he had detected. The X-rays were then used with the patient in a different posture, and a very marked fracture was revealed. He had a case of extraperitoneal rupture of the bladder some years ago, in which there was found to be separation of the symphysis; it was not a fracture of the bone. Mr. Robinson described an extraperitoneal effusion of blood and urine. In his own case he let all that out by a suprapubic incision and drained by means of a large tube. He could not find the rupture of the bladder, but he did not doubt that if he had opened the bladder he would have found it. In that case the urine gravitated down to the left side and ran down by the side of the rectum, causing the left side of the rectum to slough. The whole pelvis was found to be packed with faeces. 'He performed left inguinal colostomy and washed out the freces from above and below; the patient did well.
Dr. CAHILL thought it might be of interest to describe a case which he had had under observation some time ago, in which an extraperitoneal rupture of the bladder took place, between two and three weeks after fracture of the pelvis. In that case it was shown by the X-rays that the fracture of the pelvis was through the symphysis. In the early stages there were no bladder symptoms except inability to pass water, which had to be drawn off regularly. A fortnight afterwards, the patient not having yet recovered the use of his bladder, on passing the catheter to draw off the water as usual, the catheter became blocked, and on drawing it out a very large amount of slough was ejected from the urethra, about the size of the index finger. Examination of the material proved it to be a mass of simple sloughing tissue in an advanced stage of decomposition. Subsequently the patient had a urinary abscess on the right side of the pelvis which had to be opened and drained. This occurred about three weeks after the original injury. Thus the bladder had been pinched or injured at the time, had ruptured outside the peritoneum, and a considerable time after the injury an abscess had slowly formed in a few days. Subsequently healing took place and the patient recovered.
The PRESIDENT (Mr. Clinton Dent) said there were various points of interest and importance raised in the paper just read. He did not know what the experience of others might be as to such injuries, but it had always struck him that an injury of the bladder itself, whether intraor extraperitoneal, was a curiously rare accident, apart from severe crushes, such as occurred when the patient had been run over, so as to call for surgical treatment. He could remember his old teacher Mr. Timothy Holmes expressing, year after year, the hope that before he died, or at least before he retired from the hospital, he might have the opportunity of having under his care a case of rupture of the bladder which required to be treated surgically. Curiously enough, a very few months before his retirement the opportunity came; the patient did perfectly well, although the condition was a very serious one. No suture of the bladder was employed. It was treated like a case of suprapubic cystotomy for the removal of stone, and it was not then the custom to suture up the bladder wound. Mr. Dent had met with the injury but seldom in his hospital practice. The only recent case he could recall was one which must have been almost exactly like Mr. Robinson's, though brought about in a much more usual way. It seemed to be uncertain how the injury occurred in Mr. Robinson's case. In his own case the man received a blow on the bladder when it was full, and it ruptured extraperitoneally and very low down. It was not very long ago that, at a meeting in Hanover Square, Sir Thomas Smith threw out the suggestion 1 that the best and safest way to remove stone or growth from the bladder might be to cut into it intraperitoneally, not extraperitoneally, for one could then make certain of the wound healing up readily, and the sutures were less likely to break away or give trouble. If the bladder were lacerated extraperitoneally, this was more likely to happen. He did not gather whether, in Mr. Robinson's case, the wound in the bladder was in the midline, or to one side. Its position would have a considerable effect on the healing.
Mr. JAMES BERRY asked if Mr. Robinson would lay stress on the use of silk for the sutures; did he not think catgut would be better for a wound which might be contaminated by urine ? He would like to know whether any of the stitches came away subsequently, or caused any other local trouble. It seemed to him that the suggestion which had been made, of opening the bladder and dealing with the rupture from within was an exceedingly good one.
Mr. BETHAM ROBINSON, in reply, said he accepted the statement of the radiographer that there was no fracture of the pelvis in his case. But he had also given his own experience, for he had had his finger behind the pubes, and the bone was thoroughly examined, and as far as he could make out there was no fissure; therefore he thought it might be definitely said that there was no fracture. With regard to the question of the President, as to whether the rupture was lateral, it was wholly on the right side. In answer to Mr. Berry's question, he simply stated the fact that he did use silk sutures, the reason being that at the date of the operation it was the usual thing in St. Thomas's Hospital to use silk; there was then great suspicion as to catgut. But times had since altered and catgut was now in fashion, and probably if he were doing the operation at the present time, catgut would be the material selected for the stitches. As far as he was aware, none of the stitches came out. I Med. Chir. Trans., 1901, lxxxiv, pp. 293-302. 
